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Executive Summary 

In the last ten years, recovery community organizations (RCOs) have proliferated 
throughout the United States. Many of these organizations have grown and matured and 
demonstrated leadership in their towns, counties, and states, as well as on the national 
landscape. They have become major hubs for recovery advocacy: mobilizing recovery 
constituencies of individuals, families and allies; affecting public policy; conducting 
community education, and becoming players in systems change initiatives. Many RCOs have 
also been pioneers in the establishment of peer recovery support services [PRSS). Faces & 
Voices of Recovery, along with key recovery community leaders and allied stakeholders, 
believes that a strong focus on RCOs as a major vehicle for delivering PRSS will ensure 
qualities of peer integrity and keep them grounded in a recovery community context. 

PRSS - distinct from both clinical treatment and mutual aid supports - have established a 
foothold in the continuum of care for people seeking, stabilizing, and sustaining recovery 
from addiction to alcohol and other drugs. As these services have been conceived, defined, 
and developed, organizations realized that they needed to address the most effective ways 
to ensure the highest quality of care, while keeping intact the values, principles, and 
contexts that were the underpinnings of their work and that would give integrity and 
fidelity to peer recovery practice. 

Establishing an Accreditation System. The objective of this effort is to accredit 
organizations and programs, rather than the credentialling of individual practitioners. This 
orientation is based on the wider purpose of supporting the development of recovery- 
oriented, community-based institutions and programs where peer services are delivered 
and a commitment to quality assurance and integrity of those service. This direction has 
been supported by key stakeholders and leaders in the addictions field. RCOs, along with 
programs in allied organizations, delivering PRSS are poised to take on a level of 
responsibility and accountability that can guarantee the highest level of quality in services 
delivered. 

There are several reasons for advancing an accreditation o/recovery community and 
programs, rather than certifying, credentialing, or licensing an individual for a specific 
service role. An accreditation system will allow organizations and programs to oversee an 
expanding menu of peer support services and activities, as many already do today, 
providing a broader array of support to meet the needs of people seeking or in recovery. A 
second reason is that RCOs and programs have demonstrated their ability to harness the 
culture of volunteerism and "giving back/service” that is embedded in recovery 
communities across the country. An accreditation system will allow organizations to train, 
supervise, and support volunteers who may or may not be interested in finding a career 
ladder in the continuum of addiction care. There is a high percentage of individuals in 
recovery who have prior criminal justice involvement. Many face discriminatory and legal 
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barriers to employment. In fact, there are restrictions on becoming certified or credentialed 
to provide addiction care of any type in many states. Finally, with an accreditation process 
in place that has been developed by and for RCOs, organizations and programs will be able 
to be accountable for quality and ethical peer practice in a number of service settings - both 
on and offsite, actively support peer workers, and protect the recovery community and peer 
values inherent in the services. In addition to all of the above, a national accreditation 
system provides a comprehensive response to a range of peer issues, rather than piecemeal 
approaches that differ widely from state to state. 

A number of promising peer practices have been developed by RCOs and programs. They 
include recovery coaching, recovery planning, telephone recovery support, peer-led support 
and skill-building groups and educational workshops, recovery housing, and recovery 
community centers. An accreditation system will make it possible to evaluate the 
effectiveness of these practices through standards and measures, laying the groundwork to 
move specific peer practices from promising to best to an evidence-base. 

One impetus for developing an accreditation process was the enactment of the Affordable 
Care Act and the likelihood of new funding streams for PRSS being delivered by 
organizations and programs. Whether or not the act is fully implemented, there is a growing 
understanding of the importance of PRSS in helping people seek or sustain recovery and 
organizations need funding streams to support their development and delivery. In addition 
to the Affordable Care Act, there are other potential funding streams for PRSS percolating 
on the landscape. Each of these streams has existing and evolving sets of assumptions 
and/or conditions that need to be addressed. The accreditation system will need to satisfy 
systems and funders, while respecting the integrity of and fidelity to peer recovery practice. 

The Accreditation Framework. Accrediting RCOs and programs providing PRSS will be 
required to meet a set of standards [see Table 3, p. 16], established criteria, and measured 
outcomes, organized according to four functional areas [the 4 Ps): 

Principles: recovery principles, culture, and climate; ethical framework for service 
delivery; 

People: peer leader development; workforce management; and peer supervisor 
development; 

Practices: governance of RCOs, governance of programs in organizations other than RCOs; 
management systems; and 

Performance: peer support capacity and core competencies. 

Organizations and programs that are applying for accreditation will be evaluated on the 
extent to which they can demonstrate their ability to meet the specific standards, on a 
continuum ranging from full accreditation/exemplary, full accreditation/standard. 
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provisional accreditation, conditional accreditation, and nonaccreditation. Technical 
assistance will be a built-in component to help organizations and programs address 
deficiencies and meet accreditation requirements. 
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Introduction 


On January 27 and 28, 2011, Faces & Voices of Recovery, a national addiction recovery 
advocacy organization, hosted a meeting of recovery community organization (RCO) 
representatives and allies. The purpose of the meeting was to explore the possibility of 
establishing an accreditation system for organizations and programs providing peer 
recovery support services [PRSSJ. 

In the meeting, the participants were asked to share their expertise, raise questions and 
considerations, provide best thinking on issues, and make recommendations related to the 
issue of accreditation. The group showed congruent thinking and fundamental agreement 
that: (a) a process should be established to create an accreditation program, including the 
development of standards focusing initially on PRSS; (b) the process should include the 
formation of an advisory board, composed of key stakeholders and Faces & Voices directors 
for the planning and start-up; and (c) ultimately, an accrediting body should be established. 
Based on the recommendations from the meeting, the Faces & Voices of Recovery board of 
directors established an Accreditation Advisory Council to develop an accreditation system 
for organizations and programs providing peer recovery support and other services and 
programs. The Advisory Council is composed of a large group of individuals who bring 
diverse perspectives to PRSS and assist in building an accreditation framework that will 
have global applicability. 

Purpose of the Paper 

The purpose of this concept paper is to: (a) describe the value of establishing an 
accreditation system for organizations and programs providing PRSS; (b) propose an initial 
framework; and (c) provide background information on the initiative. 

The paper is divided into three sections: 

■ Section 1, Establishing an Accreditation System: Key Considerations, addresses the 
challenges inherent in developing an accreditation system, recognizing that some of 
the challenges will be resolved as the process unfolds. 

■ Section 2, The Accreditation Framework, describes the underlying set of ideas that 
comprise the foundational work of the initiative—the purpose, principles, functional 
areas, domains, and outcomes. Section 2 also describes how the framework was 
developed, and the anticipated process that will be used to develop a complete 
model and a fully functioning system. Standards are the core of an accreditation 
process. 

■ Section 3, Grounding the Framework, Model & System: A Methodological and 
Pragmatic Approach, provides a review of the literature that provides a foundation 
for the framework and the initial set of proposed standards. 
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Intended Audiences 

The five intended audiences for this concept paper are described helow. 

1. RCOs and other entities that provide PRSS: RCOs are one of the major providers 
of PRSS for persons seeking to achieve long-term recovery from addiction. PRSS are 
also provided hy a range of other organizations including nonprofit organizations 
focusing on the service needs of specific populations, and private and puhlicly- 
funded addiction treatment programs. These groups form the core of organizations 
likely to seek accreditation under the proposed system—and are the ones who will 
most benefit from this initiative. 

2. Funders and potential funders of RCOs and other PRSS: A variety of public and 
private funding and reimbursement streams support PRSS programs; these entities 
are crucial partners in the provision of PRSS. Further, they are increasingly 
demanding the establishment of standards and qualifiers as a condition of funding. 
Key audience members for this paper are state Medicaid directors, state insurance 
commissioners, state insurance exchange directors, and representatives of 
HMOs/accountable care organizations, private foundations, and single state 
agencies, who may have an interest in providing funding for PRSS as part of a 
comprehensive continuum of care. 

3. State, local or other regulatory entitles that are seeking to establish 
appropriate oversight of PRSS programs: These entities may have interests in 
setting regulations and requirements for program design and implementation that 
address risk management and ensure quality measures and outcomes. 

4. Individuals and organizations that provide or are developing capacity- 
huilding and technical assistance programs for RCOs: In setting standards for 
performance and best practice, an accreditation process will indicate the capacities 
that RCOs need. Individuals and organizations that provide technical assistance are 
a target audience because they may both gain and share insights about the domains, 
subdomains, and standards that are or should be a part of the model. 

5. Evaluators and researchers who are helping identify, develop, and validate the 
hest practices in PRSS: In tandem with the accreditation process will be an effort 
to support peer practice with a foundation of evidence. Researchers and evaluators 
need to aligned with this process from the start, so as to lead and guide specific 
efforts towards establishing an evidence base. 

6. People in recovery, people seeking recovery, and their families, friends, and 
allies who are interested parties and to whom organizations are ultimately 
accountable. 
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What are Peer Recovery Support Services? 

Much work has been done on defining PRSS, both within the recovery community and 
under the auspices of the Substance Abuse and Mental Health Services Administration’s 
(SAMHSA) Center for Substance Abuse Treatment, through its Recovery Community 
Services Program [RSCP) initiative. Various documents define and categorize PRSS, and 
distinguish them from professional treatment and mutual aid support. Broadly, 

Peer-based recovery support is the process of giving and receiving nonprofessional, 
nonclinical assistance to achieve long-term recovery from severe alcohol and/or 
other drug-related problems. This support is provided by people who are 
experientially credentialed to assist others in initiating recovery, maintaining 
recovery and enhancing the quality of personal and family life in long-term recovery 
(White, 2009). 

[P]eer recovery support services ... help people become and stay engaged in the 
recovery process and reduce the likelihood of relapse. Because they are designed 
and delivered by peers who have been successful in the recovery process, they 
embody a powerful message of hope, as well as a wealth of experiential knowledge. 
The services can effectively extend the reach of treatment beyond the clinical setting 
into the everyday environment of those seeking to achieve or sustain recovery 
(SAMHSA, 2009). 

PRSS are improving opportunities for individuals and families by bridging the gaps and 
providing support with transitioning from incarceration or other institutions through 
treatment into long-term recovery. 


TABLE 1. PEER RECOVERY SUPPORTS IN THE SOCIAL SUPPORT FRAMEWORK 
(SOURCE: SALZER, 1997) 


Type 

Description 

Examples 

Emotional 

Supports that foster hope, resiliency, 
confidence, and self-esteem 

Peer recovery coaching; peer-facilitated support 

groups 

Informational 

Develops knowledge and skill- 
bulldlng 

Peer recovery coaching; peer- run nutrition, wellness, 
life skills, parenting, job readiness classes, etc. 

Instrumental 

Provides concrete assistance with 

needs 

Peer recovery coaching; peer-transportation, housing, 
employment assistance; clothing banks; etc. 

Affiliational 

Fosters community kinship, social 
inclusion, and a sense of connection/ 
belonging 

Substance-free social events; recovery community 

centers 
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Establishing an Accreditation System: Key Considerations 

Establishing an accreditation system is a complex task, comprising three stages: (a) 
developing the frameworki; (b) creating the model^; and (c) assembling the system^. Each 
stage presents a unique set of challenges, which are also opportunities—that is, occasions in 
which consensus-building, direction-setting, or greater insight may occur, in each stage, 
there are key questions that arise; these are posed and responded to below. 

Why Accreditation? 

Accreditation is an evaluation and approval process for organizations or programs to 
deliver a specific type of services, or set of services. The focus is on the 
organization/program providing the service(s). Accreditation is sponsored by a non¬ 
governmental agency, in which trained external peer and expert reviewers evaluate an 
organization’s compliance with preestablished performance standards. Although it is 
usually voluntary, it is often a requirement set by many diverse funders and purchasers of 
services. 

The accreditation of organizations and programs that deliver PRSS will: 

■ create intrastructure necessary for peer service delivery, including standards- 
driven continuous quality improvement; 

■ facilitate and disseminate best - and, ultimately, evidence-based - practices; and 

■ reinforce the recovery-based values and principles that underly peer services and 
make them valuable in the continuum of care. 

in the past several years, many states have cultivated certified peer specialists to assist in 
the recovery of individuals with mental health disorders. States have added various forms 
of credentialling/certification for peer addiction recovery coaches . This trend towards 
certifying individual peer practitioners can be fully complimented by organizational and 
programmatic accreditation. Accreditation will allow the organization/program to oversee 
a full menu of peer services that include peer recovery coaches (who also may be certified), 
as well as other peer-run services such as educational workshops, emotional support 

1A framework is defined as "a structure supporting or containing something"; it can also be defined 
as "a set of underlying assumptions, ideas/concepts, values and principles." 

2 A model is defined as "preliminary work that serves as a plan from which a final product is to be 
made; a schematic description of a system, theory, or phenomenon that accounts for its known or 
inferred properties and may be used for further study of its characteristics." 

2 A system is defined as "a group of interacting, interrelated, or interdependent elements forming a 
complex whole," "a functionally related group of elements," or "an organized, coordinated method." 
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groups, clothing and food banks, recovery recreational activities, and recovery community 
centers. 

Further, the accreditation of organizations and programs will be equipped to encompass the 
valuable wealth of volunteerism and service-giving that is inherent in the addiction 
recovery community. Accreditation will allow organizations and programs to continue to 
create volunteer work and resume-building opportunities for the many community 
members who may face legal barriers from the workplace (including certification) because 
of their histories with the criminal justice system, as well as those who have not had formal 
work histories and others who just want to volunteer, in other cases, organizations and 
programs can continue to pay peer service workers. 

Finally, accredited organizations and programs will be able to oversee a variety of peer 
services in multiple settings (e.g. community, treatment, primary care, corrections, etc.) and 
be accountable for quality assurance, ethical practice, risk management, recovery- 
orientation, strength-based approaches, and peer integrity. This is consistent with the 
philosophy and principles of peer practice, firmly grounding the focus, responsibility, and 
decision-making within the organized addiction recovery community. 

Many accreditation programs use external peers and expert reviewers as evaluators in a 
peer review process. Using the peer review approach allows individuals from RCOs with 
experiential expertise in operating peer support programs to be of service to other 
organizations, promoting a community of practice. The process has the potential of 
enhancing the ability of all involved to serve the recovery community by learning from each 
other. 

Why Now? Over the last ten years, a growing number of RCOs and programs have 
pioneered the development and delivery of PRSS for people seeking to achieve long-term 
recovery from addiction to alcohol or other drugs [Faces & Voices, 2010). Peer addiction 
recovery services are maturing and entering a new phase of growth and development 
resulting in a mix of positive attention, increased scrutiny, and mounting pressures from 
both the field and funders. 

implementation of the Affordable Care Act also presents opportunities for integration of 
peer and other recovery support services with primary care, as well as developing new 
partnerships with related systems and services. These imperatives provide a strong 
impetus for establishing an accreditation system in order to prepare and position RCOs and 
programs providing peer services to grow, thrive, and fully participate in the current 
environment and consider new funding opportunities, including Medicaid, managed care, 
and state block grants. Accreditation will work in tandem with and compliment current 
efforts concerned with credentialling peer workers by establishing an organizational 
and/or programmatic framework that will oversee, manage, and be accountable for the 
delivery of PRSS. 
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What is Appropriate Language and Terminology? 

There is a great variety among organizations and programs offering peer services. Peer 
services are delivered in a wide range of settings, by several different types of 
organizations, working with a diversity of populations, all reflecting a response to the needs 
of people seeking recovery from addiction. This range of diversity means there is a need for 
a shared vocabulary but flexible use of language, which poses significant challenges for 
developing consistent and shared understantand of terminology on which to base 
accreditation standards. For example, it is a challenge to define core concepts such as "Who 
is a peer?” or "What is an RCO?” in a way that is inclusive enough to cover the broad range 
of programs, yet specific enough to hold meaning across settings. 

The philosophy of organizations and programs presents challenges in identifying 
appropriate language to describe the various elements. For example, because PRSS are not 
clinical, those who receive services are not clients or patients and those delivering services 
are not providers, counselors, or case managers; some programs refer to individuals 
seeking recovery as peers, others as participants or members, and those who are of service 
as peer leaders, guides, or mentors (SAMHSA, 2009). The initial challenge will be to decide 
upon common terminology that cuts across organizations, programs, and approaches and is 
inclusive of the diversity of peer contexts. An additional challenge will be to find language 
that bridges and infuses the peer context with other service settings including primary care, 
social services, and criminal justice. 

Appendix A contains a glossary of key terms and phrases as Faces & Voices is using them in 
this process. 

Other Questions: Model and System 

Key questions have helped to shape the comprehensive plan and the major components of 
the proposed system, as framed and discussed below. 

What are Promising Approaches and Evidence-hased Practices for PRSS? 

Accreditation systems are based in large part on promising approaches, best practices, and 
evidence-based practices. A general definition includes practices, both administrative and 
clinical, that have proven effective in achieving a specific aim and hold promise for use by 
other organizations. Promising practices are defined as those with at least preliminary 
evidence of effectiveness in small-scale interventions. Best practices are defined as 
programs, activities, or strategies that have been shown to work effectively and produce 
successful outcomes as calculated by objective measures. Evidence-based practices have the 
highest degree of proven effectiveness supported by objective and comprehensive research 
and evaluation, often through randomized clinical trials. Figure 1 below provides an 
illustration of stages of practices; there is an increasing degree of empirical validity and 
reliability required for advancement to the top of the pyramid. 
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FIGURE 1. STAGES OF PRACTICES 


EVIDENCE 

-BASED 

PRACTICES 


BEST PRACTICES 


PROMISING PRACTICES 


As part of the initial groundwork, the Accreditation Advisory Council identified a number of 
promising practices within the peer recovery support field. These are listed in Table 2. 

TABLE 2: PROMISING PRACTICES IN PEER RECOVERY SUPPORT SERVICES 


Practice 

Characteristics/Indicators 

Evidence of Standard Applications 

Recovery Planning 

Recovery planning is based on an assisted self- 
assessment of an individual's goals and the 
strengths and capacities that he or she will use or 
rely upon to achieve these goals. A thorough 
recovery plan includes an assessment of the 
individual's internal and external recovery capital. 

(See definitions of recovery plan and recovery 
capital below.) 

1. Evidence of recovery action planning 

2. Recovery capital assessment included in 
recovery plan 

3. Policies and procedures, if appropriate for 
this process 

4. Satisfaction and perceived value of plan 
to individual in recovery 

Recovery Coaching 

Assistance from a peer leader who has more 
recovery experience than the peer being served and 
who encourages, motivates, and supports a peer 
who is seeking to establish or strengthen his or her 
recovery. In many cases, coaching involves help in 
developing and following a peer's recovery plan, 
including a recovery capital assessment and 
measures to increase recovery capital where 
deficient. 

1. Experience of peer leaders and mentors 

2. Satisfaction of peer receiving service 

3. Samples of recovery plan & recovery 
capital 

4. Micronarratives on recovery coaching 

Recovery Community 
Centers 

Many types of peer service activities - such as 
recovery coaching, connecting to resources, support 
and educational groups, and substance-free social 
activities - take place at these centers. At the core 
of the effort is the nurturing of a caring recovery 
community and the creation of a physical recovery 
zone, with shared norms and values, which is 
dedicated to supporting the recovery of all who seek 
it. These centers "bring recovery to Main Street" 
and, by making recovery visible, carry a message of 
hope to the larger community. 

1. Evidence of a recovery center - place, 
spirit, activities 

2. Diverse menu of programs and activities 

3. Measures of center "climate" 

4. Micronarratives on the center 

Peer-led Support and 
Skill-building Groups 

Support groups typically involve the sharing of 
personal stories, issues of concern, and some degree 
of collective problem solving, when appropriate. 

Many support groups are formed around shared 
identity, such as a common cultural or religious 
affiliation, shared experience, and/or goals, such as 

1. Schedules of groups 

2. Content of groups 

3. Training and competency of group leaders 

4. Group climate measures 

5. Satisfaction with group experience 
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community reentry following incarceration, HIV 
status, or challenges in parenting. Group activities 
conducted by peer leaders may include a spiritual 
component. 


Telephone Recovery 
Support 

The use of telephone and other electronic 
technologies to conduct ongoing communication of 
short duration between a peer leader and peer. 

These communications provide regular contact with 
individuals in early recovery and offer opportunities 
to conduct recovery check-ups over time, assessing 
victories, strengths, challenges, and set-backs. 

1. Examples of use 

2. Activity logs 

3. Training and access to resources 

Recovery Housing 

Safe, clean living environments that are shared by 
individuals in recovery or organized to provide 
recovery support in a group living environment for 
individuals in recovery. Residents and staff (if any) 
support each other in recovery for varying lengths of 
time. 

1. Availability of housing and residential 
characteristics 

2. Illustrations of recovery principles 

Resource Connector 

Resource connectors connect the peer with 
professional and nonprofessional services and 
resources available in the community. A resource 
connector often acts as a navigator and 
ombudsman, helping to "broker" resources and 
often accompanying the peer through the process of 
accessing the resources. 

1. Examples of care coordination oral & 
written 

2. If resource connector is used, role 
characteristics and interviews with people 
in the role 

3. Understanding of community resources 

4. Evidence of asset mapping 


The work of the Accreditation Recovery Accreditation Advisory Council provides an 
excellent first survey of field practices that can he used within the accreditation model. 

Part of the value of developing and implementing an accreditation system is the potential to 
use the process as a methodology for identifying, exploring and using evidence-hased 
practices. In this context, after identification of promising and best practices, a second 
challenge is their adoption. This challenge can he addressed through technical assistance to 
organizations ready to implement evidence-hased practices as part of accreditation 
readiness or in response to survey reviews. 

A key factor in closing the gap between best practice and common practice is the ability of 
organizations to rapidly spread innovations and new ideas. Pockets of excellence exist but 
knowledge of these ideas and practices often remains isolated and unknown to others both 
within the organization and throughout community of practice networks. 

While a complete discussion of spread of innovation will be addressed later, it is worthwhile 
to note the work of the Institute of Medicine in this area. In 1999, the Institute for 
Healthcare Improvement (IHl) chartered a team to develop a "Framework for Spread." The 
stated aim of the team was to "develop, test, and implement a system for accelerating 
improvement by spreading change ideas within and between organizations." The team 
conducted a review of organizational and health care literature on the diffusion of 
innovations, and interviewed organizations both within and outside of health care that had 
been successful in spreading new ideas and processes. The IHl-identified strategies, in 
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addition to others, will be helpful in both spread of the RCO accreditation system and the 
adoption of evidence-based practices by these organizations and programs delivering PRSS. 

How Can the Model Be Inclusive of Diverse PRSS Sites? 

As mentioned previously, PRSS are offered by a wide array of organizations; they are also 
delivered in a wide variety of settings, to individuals in different stages of recovery. These 
variations in organizational context, populations served, and service settings beg the 
question of how to design a model that will pertain to most of the PRSS permutations that 
exist. The model must account for range of structures, formality and informality of 
organizations, and for the differences between RCOs and other types of organizations that 
host, sponsor or operate PRSS programs. 

A model that is composed of both core domains (containing standards pertinent to all 
organizations) and optional components that can serve the range of programs addresses 
this issue. 
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The PRSS Accreditation Framework 

This section describes the framework that will serve as the foundation for the accreditation 
system. The framework is a work-in-progress, being developed by an advisory council 
composed of representatives from RCOs, public and private funding agencies, and other key 
stakeholder groups. 

Purpose of the Accreditation System 

The purpose of the accreditation will be to: 

1. Increase public confidence, and confidence within the field, in the quality of peer 
services. 

The accreditation program will help the field to: 

■ promote the legitimization and efficacy of services; 

■ highlight potential and positive recovery outcomes of peer support; 

■ demonstrate the ability to ensure ethical practice and supervision; 

■ encourage utilization and development of promising and evidence-based practices; 

■ highlight the quality, efficacy, value, and/or scientific basis of peer services; and 

■ support the establishment of an empirical base for peer-based practices 
and thereby increase public confidence in peer services. 

2. Improve the performance of organizations and programs providing peer services 
by setting and measuring the achievement of standards. 

The accreditation program will: 

■ ensure standards for RCOs and peer programs are established by RCOs and peer 
programs of affiliated organizations; 

■ embed quality assurance and quality improvement protocols in standards; and 

■ define and clarify peer supports/services and service roles. 

3. Encourage RCOs and peer programs to build capacity and infrastructure. 

The accreditation program will: 

■ increase capacity of RCOs and programs to provide peer services that reflect the 
strengths and needs of geographic and cultural communities being serve; 

■ strengthen staff and/or volunteer workforce development; 

■ maintain the integrity of peer programs, including peer processes, principles, values, 
and ethics; 

■ increase the ability of programs to generate sustainable revenue, including through 
third-party reimbursement; and 

■ increase ability of programs to develop responsible fiscal and business practices. 

4. Increase accountabilityof peer services providers to funders, the public, and the 
field. 
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The accreditation program will help peer programs to: 

■ attract the recognition of funders, other stakeholders and 

■ establish and legitimize peer recovery positions in addictions workforce. 

5, Increase access to recovery supports for people seeking and in long-term 
recovery, for those served and those providing services. 

The accreditation program seeks to: 

■ increase the number of organizations equipped to deliver PRSS; 

■ increase availability and scope of PRSS; 

■ increase recovery capital for individuals, families, and communities; and 

■ include measures to promote recovery for those served. 

Characteristics/ Attributes 

Several features or properties need to be present in the system. These include: 

■ employment of core recovery values; 

■ simple, user friendly, straightforward process/design; 

■ limited number of standards; 

■ use of a community or ethnographic perspective in standards development and 
accreditation implementation"^; 

■ for each step in the accreditation process, use of an online platform that makes full 
use of internet technology; 

■ effective use of social network systems and capacity^; 

■ use of "true" collaborative(s) among the service community, professionals, 
organizations seeking accreditation and the accrediting body; 

■ use of question-based inquiry systems to begin self-assessment and time-triggered 
updates 

■ capacity to use self-assessment methodologies such as a"walk through"® for 
assessment of recovery principles; 

■ full adoption of identified evidence-based practices; 

■ active use of benchmarking for performance improvement; 

■ use of institute for Health Care improvement technological transfer methodology^ to 
spread best practices; and 


* See the Stanford Social Innovation Review article (Summer 2011 ] "Amplifying Local Voices" on the 
use of micronarratives. 

s The construct of social networking is a transformational factor. In this project it can provide 
insights on service provision unknown to date, particularly in diverse settings. The social network 
platform will provide critical information and suggest strategy improvements on "what keeps people 
out of, and what brings people into" service. These insights and opportunities will he translated into 
enriching the accreditation model. 

6 An explanation of the Walk Through methodology can be found at www.NIATx.net . 
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■ design for deemed status relationships* with CMS - particularly toward safety and 
quality assessment. 

Functional Areas 

Taking into account emerging guidelines and standards from the RCSP and other 
accreditation programs, the model should include four interrelated and connected 
functional areas, each with multiple domains: (a) Principles (e.g., ethics, core values) [h] 
People (e.g., peer leader development, coordinator development), (c) Practices (e.g., 
organizational capacity, governance, and management); and (d) Performance (e.g., service 
quality, safety). 


FIGURE 2. ACCREDITATION SCHEMA/ FUNCTIONAL AREAS 


Principles 


People 





Practices 


Performance 





^ Since 1998, IHI has worked with the BPHC to design, launch, and support the Health Disparities 
Collaboratives, which use IHI’s Breakthrough Series Model, the Model for Improvement, and the 
Chronic Care Model to make rapid, significant improvements in care. With the goal of involving every 
federally qualified health center in the country, the BPHC has sponsored successive waves of 
collaboratives to spread the Chronic Care Model so as to improve care for all its patients, especially 
those with chronic disease. For more information, see 
www.ihi.org/IHI/Topics/Improvement/SpreadingChanges/Literature/ 
HealthDisparitiesCollaboratives.htm 

® Deemed status relationships are agreements between regulators or federal review entities where 
one organization agrees that the selected review (Commission on Accreditation of Rehabilitation 
Facilities and Centers for Medicare & Medicaid Services, for example) meets both sets of 
requirements and reduces redundancy and eliminates multiple mandatory reviews. It is very helpful 
for the organization undergoing review and cost effective. Our model will strive to achieve deemed 
status wherever possible and strategically indicated. 
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Domains and Subdomains 

Out of a variety of sources, an initial set of areas for core domains and subdomains have 
been developed, shown in Table 3. These specific elements are placed in the accreditation 
schema ( P^: Principles, People, Practices , Performance). Moving forward, specific 
standards will then be generated in each subdomain for inclusion in a pilot test. Taken 
together, the functional areas above and domains provide a rich platform for the 
accreditation requirements. 


TABLE 3. OVERVIEW OF FUNCTIONAL AREAS AND CORE DOMAINS 


Functional Area 1: PRINCIPLES 

Core Domain 

Subdomain 

Working Definition 

Recovery Principles, Culture, 
and Climate 

Recovery principles and values are what differentiate peer recovery support/services 
from treatment and from other types of recovery services. A program's principles - 
its basic assumptions and ways of working - and values - those things of worth, 
meaning, or importance - serve as the core from which - practices (patterns of 
actions), services, and everything else emanate. 

1.0 Core Recovery Principles 

The program is grounded in the values of the recovery community - both local 
community and the national movement. 

2.0 Core Recovery 

Enhancement Practices 

The program incorporates key practices that support and enhance recovery. 

3.0 Recovery Climate/ 
Environment 

The program establishes: (a) a welcoming environment that is conducive 
to/facilitates personal recovery; and (b) an opportunity-rich environment in which 
people can increase their awareness of a wide variety of recovery resources within 
the program and in the community 

Ethical Framework for 

Service Delivery 

PRSS programs require an ethical framework for service delivery. In most cases, 
simply "importing" a code of ethics for treatment professionals is not effective. The 
unique ethical challenges and dilemmas faced by peer leaders and peers warrants an 
ethical framework specifically tailored to PRSS. 

1.0 Code of Ethics 

The program has guidelines, policies, procedures, and practices related to ethics that 
are consistent with recovery and peer values that protect both providers and 
recipients of peer services. 

2.0 Ethics Training and 

Support 

The program ensures that training and guidance are provided on the implementation 
of ethical guidelines. 

3.0 Confidentiality 

The program has guidelines, policies, procedures, and practices related to 
maintaining confidentiality of personal information. 
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4.0 Boundary Setting 

The program provides supervision, coaching, and mentoring to help staff and peer 
leaders address boundary-related conflict both when and before it happens. 

Functional Area 2: PEOPLE 

Peer Leader Development 

PRSS programs are engaging a new cadre of personnel in the recovery workforce: 
peer leaders. Peer leaders are people with experiential wisdom on how to achieve 
and sustain recovery who help those with less recovery experience. They provide this 
help through mentoring or coaching individuals; facilitating support and educational 
groups; providing a connection to resources that support recovery, such as housing, 
employment, and health care services; and creating a community of people in and 
seeking recovery where all feel welcome and where hope can dispel despair. They 
can provide this support before, during, and after treatment or independently of 

treatment. 


A quality peer leader development system that starts with the strengths and 
experiences of the recovery community and builds the knowledge and skills 
necessary to deliver quality peer-to-peer services. 

1.0 Recruitment 

The program uses efficient and effective processes to recruit quality peer leadership. 

2.0 Selection and Orientation 

The program has clearly defined processes for screening and selecting peer leaders 
and orienting them to the PRSS program, including the culture, structure, vision, 
mission, values, and offered services. 

3.0 Training and Development 

The program provides each peer leader with training that will enable him or her to 
acquire the knowledge and skills necessary for the assigned job and to help the 
leader to develop within the organization and beyond. 

4.0 Retention 

The program has clearly defined methods for increasing peer leader retention. 

Workforce Management 

The makeup of the workforce of PRSS programs varies. Often, the peer leaders are 
volunteers. In other cases, peer leaders are paid staff. In many cases, persons 
responsible for management, supervision, training, and development - and in 
broader organizational roles - are also persons in recovery. 


These standards for workforce management are intended for all arrangements of 
paid and volunteer staff. 

1.0 Workforce Policies 

The program has developed and implemented written, clearly defined workforce 
policies and procedures that are influenced by recovery community values. (See 
recovery values domain for more information on recovery community values.) 

2.0 Workforce Coordination 
and Supervision 

The program provides guidance, coaching, mentoring, and skills-building supervision 
to all staff in a manner that adheres to ethical guidelines. (See ethics domain for 
more information on ethical guidelines.) 

3.0 Workforce Development 

The program ensures that its workforce has sufficient education, training, 
knowledge, skills, experience, attitudes, and attributes to deliver quality PRSS. 

Peer Supervisor 

Peer programs engage a diverse - and often sizable - cadre of people with 
experiential wisdom to provide recovery support to their peers. An effective program 
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Development 

supports its peer providers through mentoring, coaching, facilitation, and 
management that is designed to enhance motivation, autonomy, self-awareness, and 

skills. 


This support role falls to peer supervisors. PRSS programs must ensure that they 
have processes to develop the competencies of peer supervisors. 

1.0 Recruitment 

In current working draft to be reviewed by standards committee: 

The program uses efficient and effective processes to recruit quality peer 

coordinators. 

2.0 Selection 

In current working draft to be reviewed by standards committee: 

The program has clearly defined processes for identifying needed qualifications, 
screening and selecting peer coordinators. 

3.0 Training, Development 
and Support 

In current working draft to be reviewed by standards committee: 

The program provides each peer coordinator with training, development 
opportunities, and ongoing support that will enable him or her to acquire the 
knowledge, skills, experience, attitudes, and attributes necessary to effectively 
supervise peer volunteers and peer leaders. 


Function Area 3: PRACTICES 

Note: These domains are not intended to be a comprehensive list of best organizational practices; they are specific to 
unique aspects of PRSS programs. 

Governance/ Recovery 
Community Organizations 

Peer recovery support programs can be developed and operated in many different 
organizational contexts. RCOs are one such context. An RCO is defined as an 
organization that is primarily composed of and led by people with lived experience of 
addiction and recovery. For RCOs, there are certain elements of organizational 
governance that are important to emphasize in order to create an organization in 
which peer supports can be most effective. 

1.0 Board of Directors 

The board of directors is representative of and responsive to local communities of 
recovery. 

2.0 Organizational Policies 

The board of directors ensures that the organizational policies and practices are 
consistent with the values of the local recovery community. 

3.0 Community Linkages 

The board of directors supports and facilitates linkages with allied individuals and 
organizations that can strengthen the larger community's network of support for 
recovery 

Governance/ Programs in 
Organizations Other Than 

RCOs 

Peer recovery support programs can be developed and operated in many different 
organizational contexts. For example, many PRSS programs are housed in 
organizations that provide peer support as part of a larger mission that is recovery- 
oriented or is focused on another agenda of which recovery is an important part. For 
such organizations, there are certain elements of organizational governance that are 
important to emphasize in the context of creating an organization in which peer 
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supports can flourish. 

1.0 Program Oversight 

In current working draft to be reviewed by standards committee: 

Program oversight is inclusive of and responsive to local communities of recovery. 

2.0 Program Policies and 
Practices 

In current working draft to be reviewed by standards committee: 

The policies and practices ensure that the program is transparent (open) and 
accountable to those served (e.g., recovery community, greater community and 
funders) 

3.0 Community Linkages 

In current working draft to be reviewed by standards committee: 

The organization's board of directors supports and facilitates linkages with 
community organizations that can strengthen support for recovery 

Management Systems 

In current working draft to be reviewed by standards committee: 

Peer recovery support programs can be developed and operated in many different 
organizational contexts. For example, many PRSS programs are housed in 
organizations that are primarily comprised of and led by people who lived the 
experience of recovery. Other organizations provide peer supports as part of a larger 
mission that may be recovery-oriented (e.g., providing treatment for substance use 
disorders) or may be focused on another agenda of which recovery is an important 
part (e.g., AIDS, community reentry from prison, or child protection). Regardless of 
the organizational context, there are certain elements of organizational management 
that are important to emphasize in the context of creating an organization in which 
peer supports can flourish. 

1.0 Fiscal 

In current working draft to be reviewed by standards committee: 

The organization is a good steward of financial resources, accountable to the 
recovery community, as well as funders and donors, in its use of funds. 

2.0 Quality Assurance 

In current working draft to be reviewed by standards committee: 

The organization establishes quality assurance processes and methods that are 
compatible with peer-led efforts and that ensure the provision of safe, effective, 
efficient and equitable recovery-centered peer supports. 

3.0 Record Keeping 

In current working draft to be reviewed by standards committee: 

The organization establishes record keeping processes and methods that are 
compatible with peer-led efforts and that ensure compliance with state and federal 
regulations related to confidentiality and privacy. 

4.0 Participant Protection and 
Informed Consent 

In current working draft to be reviewed by standards committee: 

The organization has clear policies and procedure that protects both peers receiving 
support services and peers providing service. 

Functional Area 4: PERFORMANCE 

Peer Support Capacity: Core 

In order to effectively serve individuals in and seeking recovery, peer recovery 
support programs must have the capacity to offer/deliver needed peer supports in 


19 
















Faces&Voices ofR e c overy 1010 Vermont Ave. NW, Suite 618, Washington, DC 20005 


Competencies 

their communities. There are specific core competencies for well-run peer programs 
that differ from treatment and other recovery support organizations, including the 
capacity to engage in continuing community strengths-and-needs assessments and 
capacities related to program design, implementation, management, and evaluation. 

1.0 Determining Community 
Strengths and Needs 

The program uses participatory processes to assess the skills, talents, strengths, and 
assets within the local recovery communities, to identify other community resources, 
and to ascertain the needs of people in or seeking recovery. 

2.0 Planning 

The program plans to offer supports/services that reflect and serve the local 
communities of recovery. 

3.0 Offering Support 

The program offers supports/services that reflect local recovery values, build 
individual and community strengths (recovery capital), and address individual and 
community needs. 

4.0 Managing the 
Supports/Services 

The program is managed to ensure the delivery of supports/services that are needed 
and that have a measurable impact, at a level that is sustainable over time. 

5.0 Evaluating the 
Supports/Services 

The program uses evaluation data as a management tool to assess and improve the 
quality and effectiveness of supports; to ensure that its program elements are 
aligned with community assets and needs; and to redesign its program as needed. 


There are eight anticipated optional domains; six are peer support capacity areas (in the 
performance functional area): recovery coaching, wellness coaching, recovery centers, 
recovery housing, telephone and new media support, and training and technical assistance. 
The other two are in the practices functional area: furthering the peer recovery field and 
deemed status. 

Accreditation Outcomes 

The organizations that are offering PRSS programs are diverse. Part of the original design 
and intent of the accreditation system was to include organizations of all types, wherever 
recovery work was underway. The accreditation process will he adapted using blended, 
customized, and component surveys to accommodate to the unique organizations and work 
settings in the field. 

Most accreditation systems are based on a continuum of performance, conformance, and 
compliance ranging from nonaccreditation to full accreditation, sometimes with exemplary 
status (see Table 8, p. 29, for a typical continuum). Five levels of outcome are proposed 
under this initiative, presented in Table 4. 
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TABLE 4. PROPOSED ACCREDITATION OUTCOMES 


Full Accreditation, 
Exemplary Status 

Ranks highly on 90 percent or more of the standards within the core domains; 3-year 

accreditation 

Full Accreditation, 

Standard 

Ranks highly on 80-89 percent of the standards within the core domains; 3-year 

accreditation 

Provisional 

Accreditation 

Ranks well or highly on 70-79 percent of the standards within the core domains; 2-year 
accreditation, required to resubmit for accreditation within that time 

Conditional 

Accreditation 

Ranks moderately on 60 percent or more of the standards within the core domains; 1-year 
accreditation during which organization needs to address key standards that were not met 

Nonaccreditation 

Ranks poorly on 59 percent or more of the standards within the core domains 


Next Steps: Developing the Model 

Based on this framework, the Faces & Voices Accreditation Advisory Council will develop an 
accreditation model - that is, a plan for organization and coordinating the methods, 
combined with a schematic description of the interdependent elements. 

When complete, the acccreditation model will include exacting standards based on 
emerging promising and evidence-based practices. The peer-review process and methods 
for assessing performance on the standards will include: (a) an application which includes 
an organization self-assessment; (b) site visits; (c) review of performance and outcome 
data; (d) individual service reviews (e.g. tracers); and [e) stakeholder, family, and recovery 
community member input. 

The Faces & Voices Accreditation Advisory Council has four subcommittees that are charged 
with the tasks that will complete the model. Table 5 summarizes the work of each 
committee. 
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TABLE 5. ACCCREDITATION ADVISORY COUNCIL, COMMITTEES AND 

THEIR ROLE IN DEVELOPING ACCREDITATION SYSTEM 

Advisory Council 

The advisory council as a whole is responsible for the oversight of the 
development process, and for making recommendations regarding the 
appropriate business model and governance and oversight structure for a 
fully functioning accreditation system. 

Standards Committee 

Framework 

The standards committee is charged with developing a realistic, measurable 
set of standards within core and optional domains. Its work includes the 
testing of standards and the establishment of standards reliability and 
validity. 

Process Management 

Committee 

Model 

The process management committee is responsible for the design and testing 
of the recommeneded processes for each step that comprises the 
accreditation cycle—application/self-assessment, peer review, and 

determination of accreditation status. 


This committee will also work with staff and consultants to design the 
information management system, and to develop processes for recruiting, 
selecting, and training peer reviewers. 

Technical Assistance and 

Support Committee 

System 

The technical assistance and support committee has two primary tasks: 
developing strategies for outreach to and communication with organizations 
that might seek accreditation, and developing education, training, and 
technical assistance methods and materials that will help to prepare those 
organizations for the accreditation process. 


Appendix B contains a structural chart and flow charts for each of the major tasks to he 
completed in the development and testing of the model, separated hy committee. 
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Grounding the Framework, Model & System: 

A Methodological and Pragmatic Approach 

The framework for the accreditation system, described in the preceding section, is a hlend 
of the best and most robust concepts from the general field of accreditation. It was 
developed by the Faces & Voices Accreditation Advisory Council and consultants, after an 
extensive review of work in a variety of fields. This section provides an overview of the 
sources that provided the foundation for the framework. 

Advanced Groundwork 

Advanced groundwork for consideration of a PRSS accreditation program has occurred in 
two critical areas: (a) theoretical and substantive work and (b) development of guidelines 
for programmatic and fieldwork (SAMHSA, 2007). 

Theoretical and Substantive Work: Social Support for Recovery 

Research and clinical practice has shown that recovery is facilitated and sustained by social 
support. Four types of social support have been identified in the literature as playing an 
important role in advancing recovery: [a) emotional, [b) informational, (c) instrumental, 
and [d) affiliational support. SAMHSA-funded RCSP projects have found these four types of 
social support useful in organizing the community-based peer-to-peer services provided to 
recovering people. These four categories refer to types of social support, not necessarily 
discrete services or service models. This approach uses a model in which social support 
services are provided by peers who have lived experience with addiction and recovery. 
These services are adaptable, and operate within diverse populations, stages of recovery, 
pathways to recovery and various organizational contexts. Notably, they build on resources 
that already exist in the community, especially diverse recovery communities of individuals 
who wish to be of service and help. Peers/peer leaders serve as role models for recovery, 
provide mentoring and coaching, connect people to needed services and community 
supports, and help in the process of establishing new social networks supportive of 
recovery. In this capacity, peer leaders make recovery a strong presence in their 
communities and send a message of hope (SAMHSA, 2009). Additionally, in regard to 
clinical treatment services, these resources can (a) extend the continuum of care by 
facilitating entry into treatment, (b) provide social support services during treatment, (c) 
provide post-treatment support critical to sustaining treatment gains; and (d) provide 
recovery supports to those who do not receive treatment. 
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Guidelines^ and Practices 

In 2007, in concert with substantive and scientific advancement, RCSP project leaders 
concluded that they had accumulated enough experience to be able to reach consensus on 
guidelines for programs that deliver PRSS. These guidelines posit that PRSS programs are 
infused with five key recovery values: 

■ Keeping recovery first - Placing recovery at the center of the effort, grounding 
peer services in the strengths and innate resiliency that recovery represents. 

■ Participatory process - Having people who are in and seeking recovery identify 
their own strengths and needs, and designing and delivering peer services that 
address them. 

■ Authenticity of peers helping peers - Drawing on the power of example as well as 
the hope and motivation that one person in recovery can offer to another. 

■ Leadership development - Building leadership among members of the recovery 
community so that they are able to guide and direct the service program. 

■ Cultural diversity and inclusion - Developing a peer support services program 
that is inclusive of various groups. 

The guidelines also identify and recognize the following key organizational dimensions as 
important: organizational capacity; peer leader development; ethical framework; workforce 
management; and organizational governance. 

The advanced work accomplished in the RCSP provides an excellent platform for beginning 
to build an accreditation system. 

Health Care Accreditation Models: A Review 

There is growing worldwide demand and concern for quality and value in health care, and 
for effective mechanisms (such as accreditation and external evaluation models) to 
measure, assess, validate, promote and spread improvements. Additionally, there is 
increasing support from governments, and from intergovernmental and funding agencies 

® For each focus area, one or more guidelines are articulated. The guidelines are associated with key 
practices, and the guidelines and practices are associated with key indicators. Definitions of these 
terms are provided below. 

Guidelines: Criteria for operating effective PRSS programs. Practices: Actions that lead to the 
achievement of the guideline. Indicators: Observable and documented activities that measure 
performance or indicate implementation of a practice to a specified level. Indicators are specified for 
two levels of performance: 

Sufficient: Adequate to meet the guideline. 

Proficient: Advanced in meeting the guideline. 
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for adopting accreditation as a fundamental part of health care reform. Therefore, a number 
of accreditation and external review models exist for application in health care which might 
have elements that can he adapted for PRSS program accreditation. 

Table 6 contains brief summaries of relevant accreditation models. 

Brief History of Accreditation 

Health care is changing. Many of the fundamental dimensions of the health care system are 
continually evolving. These include, to name a few: financing, use of technology and 
telehealth methods, image-based medical records, increasing implementation of evidence- 
based practices, health reform forces and dynamics, and new ways and methods to promote 
recovery in a variety of settings. In this context, accreditation—a method to confirm 
performance, status and achievement— is also changing. Interest in and application of 
health care accreditation has grown significantly over the years. For example, the number of 
accreditation programs around the world has doubled every five years since 1990. The 
current movement has been toward a broadening of accreditation models and international 
applications in many countries. Additionally, the accreditation movement has also expanded 
its application to a wider variety of health care organizations (multilevel and multitype) and 
support-related services. In order to more fully understand the context of this work, a brief 
review of accreditation history is useful. 

The International Society of Quality in Health Care (ISQua) defines accreditation as, "a self- 
assessment and external peer review process used by health care organizations to 
accurately assess their level of performance in relation to established standards and to 
implement ways to continuously improve the health care system. Quality standards and the 
external peer review process are directed by nationally recognized autonomous, 
independent accrediting agencies with a commitment to improve the quality of health care 
for the public" (ISQua, 1998). 

The process of accreditation originated in the United States. The American College of 
Surgeons set up a program of standards to define suitable hospitals for surgical training in 
1917. This early effort developed into a multidisciplinary program of standardization and in 
1951 led to the formation of the independent Joint Commission on Hospital Accreditation 
(JCAHO), now known as The Joint Commission. International interest followed some years 
later. In 2000, a global study for the World Health Organization (WHO) identified 36 
national accreditation programs and noted their rapid growth since 1995, especially in 
Europe. A survey of the WHO European Region in 2002 identified 17 such programs 
focusing on whole hospitals. Some mandatory programs have also recently been adopted in 
Croatia, Erance, Italy, Scotland, and elsewhere. 

Historically, a wide number and type of services have been accredited. Typical programs 
have included hospitals, case management/care coordination, community mental health 
centers, corrections services/programs, crisis stabilization (24-hour acute care), day 
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programs (intensive outpatient services, day treatment programs, adult day care, 
therapeutic day schools, and partial hospitalization programs), family 
preservation/wraparound services, forensic programs or services, foster care, traditional 
and therapeutic, in-home services, mental health rehahilitation services, technology-hased 
medical and behavioral health services, opioid treatment programs, outdoor behavioral 
health programs, outpatient programs, residential programs, group homes, services that 
support recovery and resilience, therapeutic schools (24-hour), transitional 
living/supervised care/supportive care, and vocational rehabilitation programs. 

Accreditation has been historically viewed as useful and valuable but challenging. 
Accreditation can accomplish a number of positive goals such as: (a) demonstrating quality 
in response to demands by payers, policy makers, and state authorities; (b) influencing the 
decisions of purchasers; (c) expediting third party payment; (d) reducing liability exposure 
and enhancing community confidence; and (e) providing an organization with a higher level 
of recognition and acknowledgment related to performance-especially for safety and 
quality. 

According to several of the main accreditation bodies (JCAHO [1999], National Committee 
on Quality Assurance [1999] and Accreditation Association for Ambulatory Health Care 
[1999]), accreditation: 

■ enhances community confidence; 

■ provides a report card for the public; 

■ offers an objective evaluation of the organization’s performance; 

■ stimulates the organization’s quality improvement efforts; 

■ aids in professional staff recruitment; 

■ provides a staff education tool; 

■ may be used to meet certain government certification requirements; 

■ expedites third-party (insurance) payment; 

■ often fulfills licensure requirements; 

■ may favorably influence liability insurance premiums; 

■ favorably influences managed care contract decisions; 

■ helps organizations to find new ways to improve the care and services they offer; 

■ increases the organization’s efficiency and reduces costs; 

■ develops better risk management programs; 

■ motivates staff and instills pride and loyalty; 

■ strengthens public relations and marketing efforts; 

■ recruits and retains qualified professional staff members; and 

■ develops alliances with other provider groups and health care organizations. 

Also of note are the seven key dimensions identified for accreditation success. Donahue and 
O’Leary (1997) identify the following elements as intrinsic to an accreditation program’s 
success: 
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■ mission and philosophy 

■ infrastructure and authority 

■ published performance standards 

■ management of field operations 

■ a framework for accreditation decision-making 

■ accreditation database 

■ accreditation program sustainability 


Relevant Models 

The main organizations involved in accreditation that hold relevance for the current 
initiative are: The Joint Commission, Commission on Accreditation of Rehabilitation 
Facilities, National Council Quality Assurance, ISQua, Community Health Accreditation 
Program, and Det Norske Veritas (DNV). Each is briefly described in Table 6. 

TABLE 6. RELEVANT ACCREDITATION AND EXTERNAL REVIEW MODELS 


The Joint Commission 

The Joint Commission is the nation's leading accrediting body for health care 
organizations. The Joint Commission accredits over 17,000 organizations and services 
in the United States, including over 1,800 behavioral health care organizations 
providing mental health care, addictions treatment services, opioid treatment 
programs, child welfare services, foster care, and services to persons with 
intellectual/developmental disabilities. The Joint Commission's role in the behavioral 
health care environment and human services is well established and nationally 
renowned. Its standards undergo extensive field review prior to their publication. The 
commission has a Professional and Technical Advisory Committee to the Behavioral 
Health Care Accreditation Program, composed of experts in the field, which provides 
advice and assistance in the development of new and revised standards. The Joint 
Commission's materials state, "Accreditation is the process of inviting outside experts 
to conduct a review of your organization to validate and/or improve the safety and 
quality of care, treatment or services provided, as measured by compliance with 
accreditation requirements." 

CARF 

CARF International is an independent, nonprofit accreditor of health and human 
services. The CARF standards have been developed over 40 plus years by 
international teams of service providers, policy makers, payers, family members, and 
consumers. The standards have also been submitted to the public for review to 
validate relevancy and ensure input from all interested stakeholders. After a service 
provider commits to accreditation, the accreditation process begins with a thorough 
self-evaluation that applies the relevant CARF standards against the organization's 
practices. 

NCQA 

The National Committee for Quality Assurance is a private, 501(c)(3) not-for-profit 
organization dedicated to improving health care quality. Since its founding in 1990, 
NCQA has been a central figure in driving improvement throughout the health care 
system, helping to elevate the issue of health care quality to the top of the national 
agenda. NCQA's programs and services reflect a straightforward formula for 
improvement: Measure. Analyze. Improve. Repeat. NCQA makes this process 
possible in health care by developing quality standards and performance measures 
for a broad range of health care entities. These measures and standards are the 
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tools that organizations and individuals can use to identify opportunities for 
improvement. The annual reporting of performance against such measures has 
become a focal point for the media, consumers, and health plans, which use these 
results to set their improvement agendas for the following year. 

ISQua 

International Society for Quality in Health Care (ISQua) provides a model for 
accreditation systems. It is a nonprofit, independent organization whose mission is 
driving continual improvement in the quality and safety of health care worldwide 
through education, research, collaboration and the dissemination of evidence-based 
knowledge. Through its publications, accreditation research website, and its 
international program to accredit accreditors, ISQua shares the latest research and 
best practices to improve the quality of accreditation worldwide. 

CHAP 

CHAP is an independent, not-for-profit, accrediting body for community-based health 
care organizations. CHAP's purpose is to define and advance the highest standards of 
community-based care: objectively validate the excellence of community health care 
practice through consistent measurement of the delivery of quality service; motivate 
providers to achieve continuous improvement by adhering to standards of 
excellence; assist the public in the selection of community health services and 
providers with demonstrated excellence; and lead by example through organizational 
excellence and quality performance. CHAP standards place a strong emphasis on 
organizational management and client outcomes. Its CORE Standards of Excellence 
address the scope and complexity of community-based health care; they are 
designed as a companion to the service specific standards of excellence. For single 
service organizations, compliance with certain CQRE standards will also ensure 
compliance with a related standard in the service specific area. For larger, more 
complex or multiservice line organizations, the companion standards will facilitate 
detailed planning and oversight at the service line level, while CQRE can serve as an 
integrating mechanism for the entire organization. 

All CHAP standards of excellence are built upon four underlying principles: structure 
and function; quality of services and products; availability of human, financial and 
physical resources; and long-term viability. 

DNV 

DNV is a global provider of services for managing risk. An independent foundation 
with the objective of safeguarding life, property and the environment, DNV comprises 
300 offices in 100 countries, with about 9,000 employees. DNV is the first and only 
CMS-approved accreditation service that surveys annually and integrates ISQ 9001 
quality methods with Medicare Conditions of Participation. This revolutionary 
approach turns accreditation into a strategic business advantage by creating new 
standards of excellence from the skills, experience and ingenuity that already exist in 
the hospital. DNV's underlying National Integrated Accreditation for Healthcare 
Qrganizations standards are tightly coupled to the Medicare Conditions of 

Participation. Qther programs have drifted far afield from these essential precepts. 
After all, it is Medicare accreditation. Building on that bedrock, DNV accreditation 
seamlessly introduces ISQ 9001 quality methods into the hospital setting. DNV uses 
accreditation surveys as the vehicle. Self-sustaining improvement-continual quality- 
is the result. The first and only CMS-approved accreditation service that surveys 
annually and integrates ISQ 9001 quality methods with Medicare Conditions of 
Participation National Integrated Accreditation for Healthcare Qrganizations. 
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These organizations are the most relevant as models for the current accreditation initiative 
for several reasons: 

1. Their history and prominence in the accreditation field; 

2. Existing standards that may he applicable and adaptable; 

3. Links, current business, and market share in the medical fields; 

4. Models for deemed status relationships; and 

5. Unique perspectives on methodological and substantive approaches to 
accreditation process. 

Each organization has its own approach, set of standards and requirements for survey, 
decision making criteria, and associated accreditation status. Many systems include 
common processes such as site visits, key document and performance data reviews, client 
record reviews, and service and system tracers. Some systems like The Joint Commission 
also give a "deemed status" that allows organizations to receive reimbursement from 
Medicare and Medicaid and other agencies without undergoing a separate examination and 
application process by various governmental agencies. In addition to accrediting health care 
organizations. The Joint Commission also awards disease-specific care certification to 
health plans, disease management service companies, hospitals and other care delivery 
settings that supply disease management and chronic care services. 

Another option for accreditation is the International Organization for Standardization (ISO) 
system. ISO was founded in 1946 in order "to facilitate the international coordination and 
unification of industrial standards.” While ISO was originally oriented toward the 
electronics and technical industry, it has since broadened significantly to encompass 
numerous other industries, including health care. The ISO paradigm differs from other 
systems in that its guiding principle is that the organization undergoing accreditation 
develops and defines its own unique quality program. 

Related to the ISO model but separate is another approach gaining in prominence in health 
care arenas: the Malcolm Baldrige award. This award was established by Congress in 1987 
to recognize organizations in the United States for their achievements in quality and 
performance and to raise awareness about the importance of quality in different industrial 
sectors. Several awards are given each year to health care organizations as well as other 
business categories. Seven categories make up the award criteria including: (aj senior 
executives’ leadership and good citizenship; (bj strategic planning; (cj customer and market 
focus and share; (dj ability to measure and manage data and information to support the 
organization’s direction and processes; (ej human resources or workforce and their 
adequate alignment with the organizational objectives; (f) process management; and (gj the 
overall business results measuring organizational performance and improvement in key 
business areas such as customer satisfaction, operational performance, and relative 
performance as compared with other organizations’ performances. 
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Typical Categories of Accreditation Outcomes 

Typically accreditation outcomes have been conceptualized as on a continuum from 
nonaccreditation to full accreditation; Table 7 outlines common categories across 
accreditation. In between the two end-points are various statuses reflective of compliance 
and conformance to standards. A status less than full accreditation for a specified time 
interval usually requires plans for improvement and evidence of success to maintain a 
positive accreditation standing. 


TABLE 7. COMMON CATEGORIES OF ACCREDITATION OUTCOMES ACROSS SYSTEMS 



Accreditation 

Outcome 

Status and Characteristics 

Accreditation 

Full 3-year accreditation 

In compliance with all standards at the 
time of survey 


Preliminary accreditation 

In compliance with a subset of standards; 
prior to direct provision of services 


Provisional accreditation 

Failure to address requirements for 
improvement within a time limit; 
provisional after a 1-year award 


Conditional accreditation/ Accredited 
with follow-up/ Contingent 

Not in substantial compliance or was in 
preliminary denial 


Preliminary denial of accreditation 

Justification to deny accreditation- 
immediate threat to health or safety 


1- or 3-year accreditation 

Time linked as a function of compliance 


Early survey option/ Initial surveys 

An initial review to help full review 

readiness 

Non Accreditation 

Denial of accreditation/ 

Nonaccreditation 

All appeals have been exhausted-major 

deficits 


Lessons 

In pursuit of a synthesis of key elements, a strategy of "bringing the models together" makes 
good sense. Although common criteria, frameworks and approaches among these models 
are elusive; a basic division involves common standards and program standards to reflect 
different organization structures and services. Keeping these initial dimensions in mind 
(common, program), common standards might include components of (a) governance and 
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leadership; (b) service-quality and safety; (c) performance improvement; (d) staff-expertise 
and competence; (e) access, availability, retention, expansion; and (f) recovery fidelity 

Getting to Standards: Useful Constructs 

ISQua: Principles and Standards 

All accreditation systems use standards. A simple and straightforward guide to developing 
standards emerges from the iSQua Accreditation Council, which has now reviewed and 
revised their 2nd edition principles (producing the 3''^) to ensure that standards: (a) are 
based on current evidence, research, and sound practice; (b) reflect the current patient 
safety emphasis of the WHO World Alliance for Patient Safety initiative; and (c) can be 
interpreted consistently and facilitate quality improvement with minimal duplication. 
Additionally, the principles ensure that materials are user friendly, understandable, valid, 
and relevant. The six principles: 

1. Quality Improvement: Standards are designed to encourage health care 
organizations to improve quality and performance within their own organizations 
and the wider health care system. 

2. Patient/Service User Focus: Standards are designed with a focus on 
patients/service users and reflect the patient/service user continuum of care or 
service. 

3. Organizational Planning and Performance: Standards assess the capacity and 
efficiency of health care organizations. 

4. Safety: Standards include measures to protect and improve the safety of 
patients/service users, staff and visitors to the organization. 

5. Standards Development: Standards are planned, formulated and evaluated 
through a defined and rigorous process. 

6. Standards Measurement: Standards enable consistent and transparent rating and 
measurement of achievement. 

Characteristics of Standards 

Following the iSQua design recommendations, standards that relate to the accreditation of 
PRSS programs should have the following characteristics: 

1. Be planned, formulated, and evaluated through a defined and rigorous process; 

2. Encourage organizations to improve their quality and performance; 

3. Focus on those served and reflect the continuum of care or service; 

4. Assess the capacity and efficiency of organizations; 

5. include measures to promote the recovery of those served; and 

6. Enable consistent and transparent rating and measurement of achievement. 

A Look at Other Peer Programs 

A number of developments for standards among other peer-based program are worthy of 
note and also hold some potential for adaptation and consideration for this work. These 
include the (a) seven fidelity standards in ethnographic evaluation (MacNeil and Mead, 
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2003), (b) Pillars of Peer Support project [Daniels, Grant, Filson, Powell, Fricks & Goodale, 
2010), and [c) Standards for Outreach Programs in Public Health [National AIDS/STD 
Control Programme of the Kenya Ministry of Public Health and Sanitation, 2010). 

Mental Health Consumers 

Fidelity Project. The Fidelity Project undertook an ethnographic exploration of a peer 
support program as a first step in deriving fidelity standards for a peer support program. 
They identified program dimensions from the multiple points of view of those involved. 
Seven dimensions emerged: 

■ Standard 1: Peer support promotes CRITICAL LEARNING and the renaming of 
experiences; 

■ Standard 2: The culture of peer support provides a sense of COMMUNITY; 

■ Standard 3: There is great FLEXIBILITY in the kinds of support provided by peers; 

■ Standard 4: Peer support activities, meetings and conversations are INSTRUCTIVE; 

■ Standard 5: There is MUTUAL RESPONSIBILITY across peer relationships; 

■ Standard 6: Peer support involves sophisticated levels of SAEETY; and 

■ Standard 7: Peer support is being clear about and SETTING LIMITS. 

Pillars of Peer Support. The Pillars of Peer Support project examined state efforts in mental 
health peer support services. The Pillars of Peer Support Services Summit was convened in 
November 2009 [and subsequently in 2010 and 2011) with support from a wide-ranging 
alliance including: SAMHSA, Center for Mental Health Services, National Association of State 
Mental Health Program Directors, Depression and Bipolar Support Alliance, Wichita State 
University Center for Community Support and Research, Appalachian Consulting Group, 
Carter Center, Optum Health, and Georgia Mental Health Consumer Network. This group 
helped to convene leaders from states that currently have peer support programs that are 
billing Medicaid for these services. A set of 25 pillars of peer support services [listed in 
Table 9) were developed in conjunction with this summit; these were intended to be 
guiding principles for the development of state-based programs. The Pillars of Peer Support 
project fits well with the guidelines developed by SAMHSA’s RCSP program and yields a set 
of specific dimensions to consider in the emerging accreditation model. 

TABLE 8. PILLARS OF PEER SUPPORT 

(SOURCE: DANIELS, GRANT, FILSON, POWELL, FRICKS & GOODALE, 2010) 

There are/ is a: 

1. Clear job and service descriptions that define specific duties that allow certified peer specialists to 
use their recovery and wellness experience to help others recover. 

2. Job-related competencies that relate directly to the job description and include knowledge about the 
prevalence and impact of trauma in the lives of service recipients as well as trauma's demonstrated 
link to overall health in later life. 

3. Skills-based recovery and whole health training program that articulates the values, philosophies, 
and standards of peer support services and provides the competencies, including cultural 
competencies and trauma-informed care, for peer specialist duties. 
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4. Competencies-based testing process that accurately measures the degree to which participants have 
mastered the competencies outlined in the job description. 

5. Employment-related certification that is recognized by the key state mental health system 
stakeholders, and certification leads directly to employment opportunities that are open only to 
people who have the certification. 

6. Ongoing continuing education, including specialty certifications, that exposes the peer specialists to 
the most recent research and innovations in mental health, trauma-informed care and whole health 
wellness, while expanding their skills and providing opportunities to share successes, mentor and 
learn from each other. 

7. Professional advancement opportunities that enable certified peer specialists to move beyond part- 
time and entry-level positions to livable wage salaries with benefits. 

8. Expanded employment opportunities that enable certified peer specialists to be employed in a 
variety of positions that take into account their own strengths and desires. 

9. Strong consumer movement that also provides state-level support, training, networking and 
advocacy that transcends the local employment opportunities and keeps certified peer specialists 
related to grassroots consumer issues. 

10. Unifying symbols and celebrations that give certified peer specialists a sense of identity, significance 
and belonging to an emerging profession or network of workers. 

11. Ongoing mechanisms for networking and information exchange so that certified peer specialists stay 
connected to each other, share their concerns, learn from one another's experiences, and stay 
informed about upcoming events and activities. 

12. Media and technology access that connects certified peer specialists with the basic and innovative 
information technology methods needed to do their work effectively and efficiently. 

13. Program support team that oversees and assists with state training, testing certification, continuing 
education, research, and evaluation. 

14. Research and evaluation component that continuously measures the program's effectiveness, 
strengths and weaknesses and makes recommendations on how to improve the overall program. 

15. Opportunities for peer workforce development that help identify and prepare candidates for 
participation in the training and certification process. 

16. Comprehensive stakeholders training program that communicates the role and responsibilities of 
certified peer specialists and the concepts of recovery and whole health wellness to traditional, non¬ 
peer staff (peer specialist supervisors, administration, management and direct care staff) with whom 
the certified peer specialists are working. 

17. Consumer-run organizations that operate alongside government and not-for-profit mental health 
centers that intricately involve consumers in all aspects of service development and delivery and 
provide value-added support to the peer workforce. 

18. Regularly-scheduled multiple training sessions that demonstrates the state's long-range commitment 
to training and hiring certified peer specialists to work in the system. 

19. Train-the-trainer program for certified peer specialists that demonstrates the state's commitment to 
developing its in-state faculty for the ongoing training. 

20. Sustainable funding that demonstrates the state's commitment to the long-term success and growth 
of the program. 

21. Multi-level support across all levels of the government, with champions at all levels, that 
demonstrates the state's commitment to the program and continually promotes the valuable role of 
certified peer specialists in the system. 

22. Peer specialist code of ethics/code of conduct that guides peer support service delivery. 

23. Culturally diverse peer workforce that reflects and honors the cultures of the communities served. 

24. Competency-based training for supervisors of certified peer specialists that reinforces fidelity to the 
principles of peer support and emphasizes the role of peer specialists in building culturally competent 
and trauma informed systems of care that take into account the overall health and well-being of 
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persons served. 

25. Opportunity for certified peer specialists to receive training in and deliver peer support whole health 
services to promote consumer recovery and resiliency. 

HIV/AIDS 

A third, international example was connected to an HIV prevention outreach project in 
Kenya, the purpose of which was to describe the process that was used to develop 
standards for peer-education and outreach programs for sex workers, and to list the 
standards that served as a basis for improving the quality and effectiveness of these 
programs. Peer-education and outreach programs are an important component of the 
services described in the National Guidelines for HIV/STI Programs for Sex Workers. This 
framework has 12 standards with concomitant criteria: [a) management; (b) selection 
process; (c) training; (d) retention; (e) access to health services; (f) peer-education and 
outreach services; (g) supplies, materials, and tools; (h) enabling environment; (i) referral 
system; (j) supportive supervision; (k) ongoing support; and (1) monitoring and evaluation. 
Table 9 provides an example to more fully illustrate their approach to a sample standard. 


TABLE 9. EXAMPLE OF A STANDARD: STATEMENT, INTENT, AND CRITERIA 
HIV/STI PROGRAMS FOR SEX WORKERS (KENYA) 

(SOURCE: NATIONAL AIDS/STD CONTROL PROGRAMME OF THE KENYA MINISTRY OF PUBLIC HEALTH AND 
SANITATION, 2010) 


Standard 3. All peer-education training is curriculum-based. 

Intent: To ensure that training is conducted using evidence-based and approved curricula that include 
correct and complete information and relevant skills and that will create favorable attitudes among peers. 
Training lays the foundation for the successful implementation of peer-education and outreach programs. 
Principles of client-provider interaction and counseling provide the basis for developing key counseling 
skills, attitudes, and knowledge. The training process includes initial, refresher, and continuing levels of 
learning that reflect current behavioral theory and principles of participatory and adult learning. 

Criteria: 

3.1 An assessment of training needs is conducted using a standardized tool. 

3.2 A relevant and evidence-based curriculum is used. 

3.3 Interactive, participatory, and skill-development educational approaches are used, such as role- 
playing and sharing safe-sex, role-model stories. 

3.4 The environmental setting and group size are designed to maximize learning. 

3.5 Qualified trainers who have been certified through a nationally recognized authority are engaged. 


Chronic Illness Management 

Another project, described recently in the Psychiatric Rehabilitation Journal [2011), 
presented a conceptual framework for the development of the peer wellness coach role. 
This approach highlights the fact that people with persistent and serious mental illnesses 
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are at greatest risk of living with untreated chronic medical conditions that impact their 
quality of life and functional status. Wellness coaching represents an intervention that can 
help individuals persist in the pursuit of individually chosen health and wellness goals. This 
thinking parallels, in a significant manner, the CDC’s recently released Public Health Action 
Plan to Integrate Mental Health Promotion and Mental Illness Prevention with Chronic 
Disease Prevention, 2011-2015 with a goal of integration of mental health into chronic 
disease treatment and management. 
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Conclusion 

PRSS have grown and developed over the past decade, innovating new services and service 
settings and poised to transform further with the implementation of the Affordable Care Act 
with its emphasis on wellness. PRSS fill a need long recognized in other health conditions 
for supporting self-management of chronic health conditions. These services help 
individuals stabilize before and during treatment, as well as offering support to those who 
do not participate in treatment. They hold promise as a vital link between systems that treat 
addiction in a clinical setting and the larger communities in which people seeking to achieve 
and sustain recovery live (Center for Substance Abuse Treatment, 2009). Peer support 
programs in behavioral (mental) health have been evolving for the last 40 years. These 
programs have helped many people decrease their need for traditional services and have 
been integral in challenging assumptions about mental illness and treatment (Campbell & 
Schraiber, 1989). 

Peer recovery support accreditation can speed, enrich, and further this important 
work. 

Existing work in the recovery community and the scientific arena has advanced a 
theoretical understanding of recovery support and provided a set of emerging standards 
and guidelines for organizations and programs that can serve as a excellent platform for 
building an accreditation system. The literature reviews, discussions among experts, and a 
careful assessment of the accreditation field as a whole suggest an accreditation system for 
organizations and programs conducting PRSS is feasible, worthwhile, and achievable, and 
would add significant value to health care services. A model of PRSS program accreditation 
will likely contain some of the "best of the best" approaches being used. A blended model 
(developed from a multiperspective and multimethod approach) would include attributes 
of (a) continuous contact and sustaining relationships with organizations; (b) multiple 
methods for assessment including data, interviews, outcome assessment, and site visits; (c) 
use of technology to assess, support, and provide technical assistance; (d) infusion of 
evidence-based practice and practice-based evidence; and (e) a strong platform reflective of 
core values of the recovery community. iSQua and other quality-focused organizations can 
provide templates for rapid cycle development of accreditation system requirements; the 
combination of iSQua principles, developmental groundwork done within the recovery 
community, and outlines of standards from other fields provide a powerful combination of 
resources for accreditation design and advancement. 

The development and use of an accreditation system will uniquely position organizations to 
participate in scientific and policy discussions, it has the potential to advance 
understanding of and further legitimize peer services and the organizations that deliver 
them, to improve peer services and increase accountability by setting and measuring the 
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achievement of standards, and to equip and protect organizations and individuais acting 
a service capacity whiie guaranteeing quaiity services to purchasers. An accreditation 
system wiii benefit RCOs, assisting RCOs and peer programs to huiid capacity and 
infrastructure. And most importantiy, it wiii benefit persons seeking and in iong-term 
recovery by increasing access to and avaiiabiiity of high-quaiity supports within 
communities. 
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Appendix A: Glossary of PRSS-related Terms 

Advisory Council: A selected group that serves to counsel and guide the programs (often a 
specific program) of an organization. 

Allies: individuals with a deep understanding of addiction and recovery who are strong 
supporters of individuals in recovery and the recovery community. While rarely designated 
as peer leaders, these individuals may play significant roles in the PRSS program. 

Board of Directors: A governing body that operates in a stewardship role to oversee 
mission, planning, and fiscal matters, and has legal accountability for nonprofit 
organizations. 

Family Member: individuals who have been closely involved with another person during 
that individual’s addiction and recovery. Sometimes these individuals provide social 
support and services to other family members. 

(Peer) Group Facilitator: A peer leader who is trained to facilitate or lead recovery- 
oriented group activities that are organized to promote and support recovery and/or 
provide education about recovery. 

Host Organization: A nonprofit organization that hosts or includes a PRSS program, which 
is usually operated as a project within the facilitating organization. The host organization 
may not be comprised primarily of people in recovery, it hosts a peer-run PRSS and ensures 
that recovery community members are involved in all aspects of program design and 
implementation. Examples of facilitating organizations include: treatment and mental 
health agencies; community service centers; criminal justice, HiV/AiDS, and other allied 
organizations. 

Peer Recovery Coach: A peer leader who has more recovery experience than the 
peer/member being served and encourages, motivates, and supports a peer/member who 
is seeking, initiating, and/or sustaining recovery from addiction. Recovery coaching often 
involves a recovery capital assessment and help in developing a recovery plan. 

Peer Leader: The title given by a PRSS program to a person in stable recovery who 
provides social support on a peer-to-peer basis. Sometimes peer leaders are staff and 
sometimes they are volunteers. 

Peer Recovery Resource Connector: A peer leader who helps the peer connect to 
professional and nonprofessional services and resources available in the community that 
support the peer's individual needs on the road to recovery. This role is often embedded in 
a larger recovery coach role. 
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Peer Recovery Support Services (PRSS): Services designed and delivered by people who 
have experienced both addiction and recovery to help others initiate, stabilize, and sustain 
recovery from addiction. The services are considered as forms of social support and are 
non-clinical. 

Peer/Participant: An individual who seeks help from a PRSS program in establishing or 
maintaining his or her recovery. 

PRSS Program: An organized array of PRSS. 

PRSS Workforce: Includes both paid staff and volunteers. 

Recovery Capital: Resources, both internal and external, that support a person’s recovery. 
A recovery capital assessment informs a recovery plan by identifying strengths and 
available resources and identifying resources that need to be developed and made available. 

Recovery Community Center: A location where a full range of PRSS are offered. 

Recovery Community Organization (RCO): An organized group comprised of recovery 
community members providing PRSS. 

Recovery Community: Informal or formal groupings of people in recovery from addiction, 
including family members and allies. The term is often used in the plural - communities of 
recovery - to honor the diversity of multiple pathways to recovery. 

Recovery Planning: Recovery planning is based on an assessment of an individual’s goals 
and the strengths and capacities that he or she will use or rely upon to achieve these goals. 
Often conducted by a peer leader or peer recovery coach, who assists a peer in developing 
and following a self-directed plan for achieving and sustaining recovery across all domains 
of life. 

Recovery Values: Consensually defined principles that underlie recovery, and bind the 
vision of a PRSS program to operations. 

■ Keeping recovery first: Placing recovery at the center of the PRSS program; 
grounding peer services in the strengths and innate resiliency that recovery 
represents; practicing self care to safeguard one’s own recovery. 

■ Participatory process: Decision-making that engages all stakeholders, and in 
which recovery community members identify their own strengths and needs, and 
design and deliver peer supports that address them. 

■ Authenticity of peers helping peers: Drawing on the power of sharing lived 
experience of addiction and recovery. 

■ Leadership development: Building leadership among members of the recovery 
community so that they are able to guide and direct the peer-to-peer program. 
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■ Cultural diversity and inclusion: Developing a peer support program that is 
inclusive of people from diverse groups and that honors all pathways to recovery. 

■ Multiple pathways to recovery: Honoring that people come to recovery along 
many different routes and journeys. 

■ Strength-based approaches: Focused on individual and community strengths 
rather than pathologies or deficits. 

■ Mutuality: Confirmation of similar personal and/or cultural experience; the 
reciprocal quality of the relationship between a peer leader and a peer/memher. 

■ Stewardship: Careful and responsible management of something entrusted to one's 
care. 

Social Support: The availability of people whom the individual trusts and who make one 
feel cared for and valued as a person and socially affiliated with others. Common sources of 
social support include family, friends, coworkers and peers. Social support can take both 
tangible and intangible forms. Four key types of social support services: 

■ Emotional support: Support in which empathy, caring, or concern are 
demonstrated and used to bolster a person’s self-esteem or confidence. 

■ Informational support: Support in which knowledge or information is shared, 
referrals for needed services are made, and/or training in life or vocational skills is 
provided. 

■ Instrumental support: Services that provide concrete assistance to help others 
accomplish tasks. 

■ Affiliational support: Support provided to individuals or groups to facilitate 
interpersonal contact, promoting the learning of social and recreational skills, 
creating community, and helping individuals acquire a sense of belonging and 
connection. 

Staff: Personnel hired to administer the peer program. They may or may not be in recovery. 
Some staff may function in dual roles, both as staff and as a peer leader. 

Stakeholder: An individual or group that has an investment (or stake) in the program by 
lending support or resources (i.e. experience, money, political clout, credibility, etc.) or 
because it shares common constituencies. 
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Appendix B: Key Tasks in Establishing 
an Accreditation System 




Role and tasks 
• Give direction to Advisory Council regarding the 
development process 

' Final approval of accreditation system and its 
components 


Staff 

Consultants 


Advisory Council on 
Accreditation 


Role and tasks 
’ Oversee planning process 

• Make final recommendations to Board on the standards, 
accreditation process, and technical assistance and 
support 

■ Develop recommended business plan 

• Develop recommended governance structure 


Standards 

Committee 


Process 

Management 

Committee 


Technical 
Assistance and 
Support Committee 


Role and tasks 

Work with staff and consultants to: 

• Develop a realistic, measurable set of 
core standards for recovery community 
organizations and peer recovery support 
services programs 

* Develop realistic, measurable sets of 
optional standards for recovery community 
organizations and peer recovery support 
services programs 


Updated 2-6-12 


Role and tasks 

Work with staff and consultants to: 

• Design the recommended process for 
the accreditation cycle 

• Conduct a test of the standards: 
establish reliability and validity of 
standards 

• Design the recommended information 
management system (internal) and 
website/ web application for applicants 
(external) 

• Conduct test of accreditation process 
(preparation, application, site visits) 


Role and tasks 

Work with staff and consultants to: 

' Develop recommended education, 
training, and technical assistance 
methods for applicants for accreditation 
I ' Develop recommended outreach and 
{ communication strategies 
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Appendix C: Accreditation Advisory Council Members 


Name 

Rene Andersen 


Marsha Baker 


Ben Bass + 


Cathi Calori 


Jackson Davis 


Sharon deBlanc 


Faces & Voices of Recovery 

ACCREDITATION ADVISORY COUNCIL 


Affiliation Expertise and Experience 


Consultant 

Former Recovery Community Services Program 
(RCSP) Project Director 

SAMHSA/CSAT, Senior Public Health Advisor 


El Paso Alliance, Executive Director 


Consultant 


Center for Community Alternatives, Project Director 

ValueOptions 


Peer recovery support services 
Accreditation systems 
Mental health and trauma 
RCSP 

Peer recovery support services 

Federal systems 

RCSP 

Peer recovery support services and organization 

Recovery residences 

RCSP 

Peer recovery support services 
Accreditation systems 
Mental health and trauma 
RCSP 

Peer recovery support services program embedded in larger 
non-recovery organization (criminal justice) 

RCSP 

Medicaid and private health insurance/managed care 


Dona Dmitrovic + 


Peter Gaumond 


June Gertig 


Walter Ginter 


RASE (Recovery Advocacy, Service, 
Empowerment) Project, Deputy Director 

White House Office of National Drug Control Policy, 
Recovery Branch, Chief 

Consultant 

Former RCSP Technical Assistance Director 

Medication Assisted Recovery Services (MARS), 
Project Director 


Peer recovery support services and organization 

Medication-assisted recovery 

RCSP 

Federal policy 
State systems 

Recovery-oriented systems of care 
Peer recovery support services 
Legal 
RCSP 


Peer recovery support services program embedded in larger 
non-recovery organization 

Medication-assisted recovery 


45 




Faces&Voices ofR e c overy 1010 Vermont Ave. NW, Suite 618, Washington, DC 20005 




RCSP 

Steve Gumbley + 

Faces & Voices Board Chair 

New England Addiction Technology Transfer 

Center (NEATTC), Director 

National Addiction Technology Transfer Center Network 
Recovery-oriented systems of care 

Bev Haberle + 

Pennsylvania Recovery Organization Achieving 
Recovery Together (PRO-ACT), Project Director 

Peer services and organization 

RCSP 

Patty Henderson 

Women in New Recovery (WINR), Executive 

Director 

Peer recovery support services and organization 

Recovery residences 

RCSP 

James Hiatt 

Massachusetts Bureau of Substance Abuse 

Services, Constituent Officer 

Peer recovery support services 

State systems 

Katie Horton 

George Washington University, Department of 

Health Policy, School of Public Health, Research 
Professor 

Medicaid and private health insurance 

Keith Humphreys 

Stanford University, School of Medicine, 

Department of Psychiatry, Research Professor 

Recovery research 

Health care policy 

Andre Johnson + 

Detroit Recovery Project, Executive Director 

Peer services and organization 

RCSP 

Linda Kaplan 

SAMHSA/CSAT, Senior Public Health Advisor 

Workforce issues 

Federal systems 

RCSP 

Thomas Kirk 

Consultant 

Former Director of Connecticut Department of 

Mental Health and Addiction Services 

State systems 

Recovery-oriented systems of care implementation 

Patty McCarthy + 

Friends of Recovery - Vermont (FOR-VT), 

Executive Director 

Peer recovery support services and organization 

RCSP 

Carol McDaid 

Capitol Decisions 

Health reform policy 

Peer recovery support services and organization 

Shirley Mikell 

National Association Alcohol and Drug Addiction 
Counselors (NAADAC), Director of Certification and 
Education 

Credentialing: counselor and peer 

Todd Molfenter 

NIATx/UW Madison, Deputy Director 

Business practices 

Joe Powell 

Association of Persons Affected by Addiction 
(APPA), Executive Director 

Peer recovery support services and organization 

Reimbursable services 

Linda Sarage 

The RECOVER (Recovering & Empowering 
Communities through Outreach & Vision to 

peer recovery support services program embedded in larger 
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Phil Valentine+ 

Encourage Resilience) Project, Director non-recovery organization 

Connecticut Community for Addiction Recovery peer recovery support services and organization 

(CCAR), Executive Director RCSP 

+Faces and Voices of Recovery Board of Directors 


Standards Committee Members 

Process Management Committee 

Rene Andersen 


Marsha Baker 

Ben Bass 


Peter Gaumond 

Cathi Calori 


June Gertig 

Jackson Davis 


Walter Ginter 

Dona Dmitrovic 


Shirley Mikell 

James Hiatt 

Patty McCarthy 

Joe Powell 

Linda Sarage 

Phil Valentine 


Todd Molfenter 
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